GENERAL COMMENTS
The authors make a good argument for why interprofessional collaboration is important for children with comprehensive care needs, and why a scale for assessing this type of competency is needed.
1) The introduction is overall well written, but the procedure for developing items could have been explained a bit more in detail (top of p. 8). It is stated that a pool of items were developed based on a literature review where eight articles are cited. It is then stated that the literature search resulted in 37 articles. Are the eight articles from the 37? What were the main search terms for identifying relevant literature? Some of the references listed include scales that focus on how collaboration is experienced rather than assessing one's own skills in this domain. Maybe, this distinction can be outlined in the introduction. It would also be interesting to know the total number of items originally developed before the experts assessed them.
2) As part of validating the newly developed scale, correlations with an existing scale (Fukui's Scale) were computed. Since this scale is probably not well-known to most readers, it would be interesting to learn a bit more about it. E.g, by providing some example items, and adding a reference to validation studies for this scale (e.g., on page 11, line 4/5).
3) When examining the construct validity of the scale, different types of analyses were conducted including factor analyses, correlations with the Fukui Scale, and examining differences between groups with long and short working experience. All of these analyses are different aspects of exploring the construct validity, whereas the authors label the last two analyses as criterion-related validity and concurrent validity respectively. First concurrent validity is a form of criterion-related validity in addition to predictive validity. Secondly, criterion-related validity is usually examined when the purpose of the instrument is to predict something (behavior/diagnosis), and I suggest that the term construct validity is used for all the three analyses. 4) I also suggest that the paragraph on statistical analyses (page 11 & 12) include references to how alpha values and fit indices should be evaluated, and a rationale for the item analyses chosen. 5) My main problem or concern with this study is that the same sample is used for developing the scale (item analysis, exploratory factor analysis) as is used for the confirmatory factor analysis. This will not result in anything new -and my suggestion is either to skip this analysis or collect a new sample for the confirmatory factor analysis. If the sample had been larger to begin with, one option would have been to split the sample, and develop the scale on one part and test it on the second sub sample. 6) In terms of the analysis where the two groups (long experience/short experience) are compared, I suggest that a correlation is computed instead of splitting the sample in two groups and thus reducing the variance for this variable. Maybe some of the other respondent characteristics could be examined relative to the scale. 7) In general, I find the labels of the first two factors not intuitive when compared to the actual wording of the items. Maybe, this is a translation problem? Personally, I would prefer more descriptive labels for the factors. 8) In the introduction, the authors state that competence includes knowledge, skills and attitudes. Are all these aspects included in the final version of the scale, or are there aspects that were lost when items were excluded during the development process?
9) The discussion of limitations should also include a discussion of the very low response rate and the implications for the findings. Also, given the topic of the scale, can people's self-report on their ability to collaborate be trusted, and how can this be explored in future studies.
10) The first scale included items related to sharing of information about the child/family with other professionals. This is a topic that at least in some countries would be regulated by confidentiality rules and laws, especially when sharing information between different services. It would be interesting to learn how this is regulated in Japan, or if it is implicit that the parents have given their consent to the sharing of information. 11) My last comment is related to the conclusion in the abstract where it is stated (p. 3) that the scale will contribute to improving satisfaction and outcomes for children with medical complexity. This is an empirical question, and the statement should be modified a bit, and stated as a possibility or wish.
VERSION 1 -AUTHOR RESPONSE
To the comments of Reviewer #1 Major: 1) Please explain more explicitly how existing scales are insufficient and why the authors' scale is necessary. The gap that their scale fills could be explained more clearly instead of being merely implied. It seems that the authors are saying that existing scales involve only doctors and nurses, take place in the inpatient setting, and do not involve CMC explicitly. Table 4 and figure 1 are confusing, particularly for readers less familiar with the methods employed by the authors. Adding a footnote with main takeaways and using clearer labels would help enhance clarity. => Author's Response : We appreciate the reviewer's comments. We modified the wording and added the footnote to be more understandable in Table 4 and Figure 1 .
4)
Minor: 1) Please avoid saying this study is "the first to..." as it can be irritating to readers. => Author's Response : We revised the phrases to "the original ~ to …" (line 33 and 293).
2) Please go into greater depth about study limitations. => Author's Response : We appreciate the reviewer's comments. We have added the study limitations in line 364-375. : The present study has several limitations. Firstly, the response rate was slightly lower at about 18% compared to the 20-30% that is generally found with mailed questionnaires for experts for CMC. As low response rates can introduce bias into survey results, it is necessary to test for non-response effects to maximize validity for further study. Second, as the study design was cross-sectional, it could not be revealed an association between ICC-CMC and collaboration practices or outcomes for CMC and their families. Therefore, a longitudinal design is needed to determine the predictive validity of the ICC-CMC. And lastly, the ICC-CMC is developed for self-evaluation on their ability. Self-evaluations are more detailed, accessible and easy to administer and interpret in general. However, they are limited by the fact that individuals are likely to reveal their positive side only. Therefore, there is value in combining the other methods to ensure optimum understanding of the expert's competency in the further.
3) Please define ICC earlier in the intro when the term is first used. => Author's Response : We defined ICC where the term is first used in the intro (line86-89 To the comments of Reviewer #2 1) p.4 A significant subgroup of these children is "children with medical complexity" (CMC).=> Need to work on this grammar. Perhaps something like "Children with medical complexity (CMC) make a significant portion of this group" => Author's Response : We appreciate the reviewer's suggestion. We have changed the grammar (line 48-49).
: Children with medical complexity (CMC) make a significant portion of this group.
2) p.5 representing an increase => Would it be clearer to put this as a percentage? => Author's Response : We modified the phrase into percentage (line 56-57). : In 2011, around 111,000 children in Japan had child chronic diseases, representing a 2.8% increase in past 6 years [5] 3) p.5 in a => Grammar needs working on -with a severe condition? => Author's Response : We appreciate the reviewer's suggestion. We have changed the grammar (line 66-68). : In Japan, almost 70% of seriously ill children with a severe condition who have such needs are living in the community without supportive care [8] .
4) p.6 CMC depends on all professionals.=> I feel this conclusion might be a bit too strong and implies that professional collaboration is the most important factor, but we don't know this. It is one of many important factors -so just worth rephrasing to highlight this => Author's Response : We appreciate the reviewer's comments. We have rephrased the sentence (line 81-83). : This highlights that interprofessional collaboration is one of the important factor to enhance the wellbeing of CMC. Table 3 . => Limited information is provided on the calculation of scores. It would be useful to include a description of how scores are calculated and the possible range of score => Author's Response : We appreciate the reviewer's comments. We have described the calculation of scores and the possible range of scores in Table 4 using footnote.
18) p.30 Table 4 . Total 12 items => An exploratory factor analysis shows the measure is comprised of three subscales, and there is mention of a total score on several occasions, but no justification about whether it is appropriate to calculate a total score (which is presumably the sum of subscale scores?) is provided. => Author's Response : We appreciate the reviewer's comments. We added the calculation of scores in Table 4 using footnote (footnote b). : bTotal score range: 0-36 (sum of subscale scores) 19) p.33 Figure 1 . => This figure needs explaining in greater detail to make it more clear. There also seems to be very high interfactor correlations => Author's Response : We appreciate the reviewer's comments. We modified the representation in Figure 1 to make it more clear (eg. a1→Item1). The inter-factor correlations were F1-F2: 0.56, F1-F3: 0.74, F2-F3: 0.54 (Table  3 ). The EFA with promax rotation hypothesize the correlations between the factors, we consider these inter-factor correlation coefficients are in acceptable range.
To the comments of Reviewer #3 1) The introduction is overall well written, but the procedure for developing items could have been explained a bit more in detail (top of p. 8). It is stated that a pool of items were developed based on a literature review where eight articles are cited. It is then stated that the literature search resulted in 37 articles. Are the eight articles from the 37? What were the main search terms for identifying relevant literature? Some of the references listed include scales that focus on how collaboration is experienced rather than assessing one's own skills in this domain. Maybe, this distinction can be outlined in the introduction. It would also be interesting to know the total number of items originally developed before the experts assessed them. => Author's Response : We appreciate the reviewer's comments. Sorry for the confusing representation about procedure for developing items. We have modified and detailed the text (line 121-130). : First, we developed a pool of items based on a literature review. Studies on concepts of collaboration and collaboration scales [22] [23] [24] [25] [26] [27] [28] [29] , and collaboration in children's home care were searched in PubMed and Ichushi-Web, using collaboration, cooperation, continuity of care, integration, linkage, interprofessional, multiprofessional, team, home care, community care, measurement, and scale for search terms, therefore 37 articles were identified. Item inclusion criteria were based on the process of interprofessional collaboration for CMC (rather than the structure), adaptation of the given item for multiple professionals (rather than for particular professionals), and practical usefulness. Throughout the process, 34 items were developed for originally scale.
2) As part of validating the newly developed scale, correlations with an existing scale (Fukui's Scale) were computed. Since this scale is probably not well-known to most readers, it would be interesting to learn a bit more about it. E.g, by providing some example items, and adding a reference to validation studies for this scale (e.g., on page 11, line 4/5). => Author's Response : We appreciate the reviewer's comments. To detail Fukui's scale, we have added the following example item to Methods (line 187-188). The validation studies for this scale is written in the next sentence "This scale had a Cronbach's alpha ~" (line 190-193) . : This scale consists of 21 items (E.g. I underdstand what other professionals can do) on seven subscales, with responses on a five-point Likert-type scale (from Disagree = 1 to Agree = 5). : This scale had a Cronbach's alpha of 0.94, and has been shown to be valid and correlated with the level of interprofessional collaboration in the community and participation in interprofessional collaboration meetings.
3) When examining the construct validity of the scale, different types of analyses were conducted including factor analyses, correlations with the Fukui Scale, and examining differences between groups with long and short working experience. All of these analyses are different aspects of exploring the construct validity, whereas the authors label the last two analyses as criterion-related validity and concurrent validity respectively. First concurrent validity is a form of criterion-related validity in addition to predictive validity. Secondly, criterion-related validity is usually examined when the purpose of the instrument is to predict something (behavior/diagnosis), and I suggest that the term construct validity is used for all the three analyses. => Author's Response : We appreciate the reviewer's comments and we agree to the reviewer's suggestion. To make this (confusion of these terms; construct validity, criterion-related validity and concurrent validity) to be easily understandable, we have standardized these grammars to "construct validity". (line 184, 215-217, 286-289) : After the item analyses, we examined the remaining items with exploratory factor analysis (principal factor analysis) with promax rotation as a first step. The optimal number of factors was determined using eigenvalues and a scree plot. Item loadings needed to exceed 0.40. Factor reliability was determined using Cronbach's alpha ≥0.70 [30] , and then, construct validity was verified with confirmatory factor analysis as a second step in all subjects and each group sorted by total years of work experience (long experience=longer than the mean years; /short experience group=shorter than the mean years). : The three factors were entered as three latent factors in a confirmatory factor analysis model. The model fit showed GFI = 0.93, AGFI = 0.90, CFI = 0.97, and RMSEA = 0.076, and nearly satisfied the appropriate criteria in all subjects (Figure 1 ). In addition, when confirmatory factor analysis examined in each subject group; short experience group and long experience group of years of work experience, both indices also presented nearly satisfied model; GFI= 0.90, AGFI = 0.84, CFI = 0.960, and RMSEA = 0.088 in short experience group, and GFI = 0.91, AGFI = 0.87, CFI = 0.97, and RMSEA = 0.078 in long experience group. That is, the model had good fitness and construct validity in all subjects and each subject group.
6) In terms of the analysis where the two groups (long experience/short experience) are compared, I suggest that a correlation is computed instead of splitting the sample in two groups and thus reducing the variance for this variable. Maybe some of the other respondent characteristics could be examined relative to the scale. => Author's Response : We appreciate the reviewer's comment. We verified the correlation between ICC-CMC and years of work experience, but there were poorly correlated same as the other despondent characteristics were. Therefore, we retained this analysis (comparing the two groups; long experience and short experience).
7)
In general, I find the labels of the first two factors not intuitive when compared to the actual wording of the items. Maybe, this is a translation problem? Personally, I would prefer more descriptive labels for the factors. => Author's Response : We appreciate the reviewer's comments. We labeled the factors with careful consideration of what the potential common factor is in each factor. To make more understandable labels, we modified the first factor's label "Comprehensive assessment skills" to "Comprehensive understanding skills". 8) In the introduction, the authors state that competence includes knowledge, skills and attitudes. Are all these aspects included in the final version of the scale, or are there aspects that were lost when items were excluded during the development process? => Author's Response : We appreciate the reviewer's comments. We have considered that the final version of the scale includes all aspects of the competence; knowledge, skills and attitudes, and have possibility to be changed and developed.
9) The discussion of limitations should also include a discussion of the very low response rate and the implications for the findings. Also, given the topic of the scale, can people's self-report on their ability to collaborate be trusted, and how can this be explored in future studies. => Author's Response : We appreciate the reviewer's comments. We have made the discussion about these topics in line 358-369. : The present study has several limitations. Firstly, the response rate was slightly lower at about 18% compared to the 20-30% that is generally found with mailed questionnaires for experts for CMC. As low response rates can introduce bias into survey results, it is necessary to test for non-response effects to maximize validity for further study. Second, as the study design was cross-sectional, it could not be revealed an association between ICC-CMC and collaboration practices or outcomes for CMC and their families. Therefore, a longitudinal design is needed to determine the predictive validity of the ICC-CMC. And lastly, the ICC-CMC is developed for self-evaluation on their ability. Self-evaluations are more detailed, accessible and easy to administer and interpret in general. However, they are limited by the fact that individuals are likely to reveal their positive side only. Therefore, there is value in combining the other methods to ensure optimum understanding of the expert's competency in the further.
10) The first scale included items related to sharing of information about the child/family with other professionals. This is a topic that at least in some countries would be regulated by confidentiality rules and laws, especially when sharing information between different services. It would be interesting to learn how this is regulated in Japan, or if it is implicit that the parents have given their consent to the sharing of information. => Author's Response : Thank you for your interest. In Japan, when sharing information between different services, we get permission in advance to the sharing of information from parents according to confidentiality laws "Act on the Protection of Personal Information". The items related to sharing of information about the child/family with other professionals implicit that the parents have given their consent.
11) My last comment is related to the conclusion in the abstract where it is stated (p. 3) that the scale will contribute to improving satisfaction and outcomes for children with medical complexity. This is an empirical question, and the statement should be modified a bit, and stated as a possibility or wish. => Author's Response : We appreciate to the reviewer's advice. We modified the statement to be as a possibility (line 24-26) .
: In addition, the ICC-CMC has the potential of improving satisfaction and outcomes for children with medical complexity and their families. 
GENERAL COMMENTS
The authors have done a nice job with this revision. I have only one remaining suggestion. I appreciate that the authors have removed the "this is the first study to..." language. The "original study" language which has replaced it, however, reads a bit awkwardly, and effectively raises the same concern. Perhaps they could consider instead adding "novel" as an adjective before the scale in the sentences where they have used "original." For instance, on page 4 (strengths and limitations), they could say, "This study develops and validates a NOVEL interprofessional collaboration competency scale for children with medical complexity (the ICC-CMC)." Or on page 15 (Discussion), they could say< "This study develops an original scale to assess interprofessional collaboration competency for CMC." Instead of "This is the original measurement to assess interprofessional collaboration competency for CMC."
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GENERAL COMMENTS
The authors have addressed some of my concerns including clarifying how the instrument was developed. There are however some remaining concerns including:
Concerning my previous #5, which was related to the use of the same sample for performing CFA as used for developing the scales using EFA. I still do not think that this adds to the paper as using the same sample will result in good fit. Another sample should be used for the CFA, and then several models could be tested, e.g., onefactor vs three factor model as well as multi-group comparisons. Ad # 6 where I suggested to compute correlations between experience (years), and the scales instead of dichotomizing the variable into short and long experience. The authors claim that the scales were poorly correlated with experience, and decided to use ttests to compare the two groups instead. However, these two analyses are equivalent, so this sounds strange. As can be seen from the t-tests in Table 4 , the means are not very different and if the effect sizes (e.g., Hedges' g) had been computed, these would have been small too. When using t-tests, effect sizes should also be computed in addition to the results from the significance test, or correlations could be computed instead.
Ad #7. I still find the scale labels a bit confusing. E.g., the first scale included items which all start with: I share information… and then the scale is called "comprehensive understanding skills"? The English version of the items is not related to understanding but to sharing information. The second scale have items which include "I understand…." and this scale is called "Resource development skills". Maybe something is lost in the translation here, but in English I find the labels not descriptive of the content.
VERSION 2 -AUTHOR RESPONSE
To the comments of Reviewer #1 1) I appreciate that the authors have removed the "this is the first study to..." language. The "original study" language which has replaced it, however, reads a bit awkwardly, and effectively raises the same concern. Perhaps they could consider instead adding "novel" as an adjective before the scale in the sentences where they have used "original." For instance, on page 4 (strengths and limitations), they could say, "This study develops and validates a NOVEL interprofessional collaboration competency scale for children with medical complexity (the ICC-CMC)." Or on page 15 (Discussion), they could say< "This study develops an original scale to assess interprofessional collaboration competency for CMC." Instead of "This is the original measurement to assess interprofessional collaboration competency for CMC." => Author's Response : We appreciate the reviewer's comments. We revised the phrases on page 4 (strengths and limitation) and page 15 (Discussion) along with your suggestion.
To the comments of Reviewer #3 5) Concerning my previous #5, which was related to the use of the same sample for performing CFA as used for developing the scales using EFA. I still do not think that this adds to the paper as using the same sample will result in good fit. Another sample should be used for the CFA, and then several models could be tested, e.g., one-factor vs three factor model as well as multi-group comparisons. => Author's Response : We appreciate the reviewer's comments. We made a deliberate decision to perform EFA and CFA by splitting the data set in two randomly selected sub-samples. Within the EFAs, each variable should have at least 5 to 10 observations (An Y, 2013) , on the other hand within the CFAs, sample size requires at least 150-210 participants in three factor models with 4 indices for good factor loading (Erika W, 2013) . Therefore, we split the entire sample in two groups, such as group 1 (n=162) for performing EFA and group 2 (n=216) for performing CFA. We modified the sentence on Method 6) Ad # 6 where I suggested to compute correlations between experience (years), and the scales instead of dichotomizing the variable into short and long experience. The authors claim that the scales were poorly correlated with experience and decided to use t-tests to compare the two groups instead. However, these two analyses are equivalent, so this sounds strange. As can be seen from the t-tests in Table 4 , the means are not very different and if the effect sizes (e.g., Hedges' g) had been computed, these would have been small too. When using t-tests, effect sizes should also be computed in addition to the results from the significance test, or correlations could be computed instead.
